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The coverage of large soft tissue defects in heelis a problem for surgical reconstruction. Vari-ous reconstructive materials are available de-
pending on the location, size and depth of heel defect,
but unique function of heel skin cannot be restored eas-
ily by means of reconstruction. We used prefabricated
flap of the foot heel to cover heel defect in a child and
obtained satisfactory clinical results.
                       CASE REPORT
A 6-year-old boy sustained an amputated right foot
heel during a traffic accident in August 2005 (Figs.1 and
2). The patient was carried to the operation room
immediately. Under general anesthesia, the foot heel
was examined. It was found that the heel fat pad was
avulsed from the plantar fascia and there were the large
soft-tissue defect on the heel region. The underlying
tendons, plantar fascia, bone and neurovascular struc-
ture were exposed. Soft tissue defect of foot heel was
7 cm × 12 cm. Revascularization of the amputated heel
by microsurgical technique was impossible because of
a lack of vessels.
The amputated heel pad was defatted to form full-
thickness plantar skin and grafted temporarily onto the
surface of left fascia latae of anterolateral thigh region
(Fig.3). Skin graft was fixed by tie-over suture in a con-
ventional way. After thorough debridement of the wound,
soft tissue defect of heel was managed with wet dress-
ing and the leg was immobilized with a plaster plate to
avoid ankle joint flexion deformity. Two weeks later, the
dressing of anterolateral thigh region was removed and
the prefabricated heel flap had survived completely (Fig.4).
Then the flap was harvested, including the artery and
vein of descending branch of the lateral circumflex femo-
ral vascular vessels and the lateral cutaneous nerve of
the thigh. The thigh donor site was closed directly (Fig.5).
The soft tissue defect of heel underwent reconstruction
with prefabricated flap. The artery and vein of descend-
ing branch of the lateral circumflex femoral vascular ves-
sels and the lateral cutaneous nerve of the thigh in flaps
were anastomosed end-to-end to the artery and vein of
the posterior tibia and the sural nerve of heel,
respectively. The postoperative course was uneventful.
Prefabricated heel flap had survived completely (Figs.
6 and 7). The thigh donor site was well healed. At 25
months follow-up, the cosmetic appearance of heel flap
was good, light touch sensation was restored and two-
point discrimination was 7-11 mm. There was no re-
markable dysfunction at donor site. No ulceration of
the reconstructed heel was observed in the follow up.
Accordingly, the clinical results were satisfactory.
                     DISCUSSION
The skin of foot heel is an unique tissue structure
that cannot be replaced easily by means of operative
reconstruction. It should be preserved as possible as
you can when microsurgical replantation of an avulsed
or amputated heel cannot be performed. The ideal flap
to reconstruct the weightbearing foot heel requires du-
rable thick skin with protective sensation, adequate soft
tissue cushioning and a good anatomic contour. Chronic
ulcer and unstable gait were the main disadvantages of
the traditional free muscle flap or fascial flap used for
heel reconstruction.1-4
 We used prefabricated heel flap to cover the foot
heel defects. No ulcer formation and less wobble gait
were observed in 25 months follow-up evaluation. Clinical
results was very satisfactory.
The advantages of the flap are as follows: (1) A
unique tissue structure of foot heel skin with a thick-
ened keratinized layer can be preserved. (2) Because
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the flap is thin, there is no need to be thinned by sec-
ond operation. The patient was satisfied with the func-
tion and cosmetic results in follow up. (3) The flap is
nourished by the descending branch of the lateral cir-
cumflex femoral artery. The flap has rich blood supply,
a constant anatomical structure and a long vascular
pedicle, so that the dissection of the flaps can be accom-
plished easily.5-8 (4) Sensation of the flap may be
established. It can provide protective sensation by in-
cluding the lateral cutaneous femoral nerve, which
emerges from the deep fascia below the anterosuperior
iliac spine and divides into two or three branches that lie
along the deep fascia.6 (5)There is no need to sacrifice
major arteries in the donor limb. After the flap is
harvested, the thigh donor site is closed directly and
thus only a linear scar of the donor area can be obtained.
(6)The donor and recipient sites allows the two-team
operation at the same time, which can reduce opera-
tion time.
The anterolateral thigh region is an ideal donor site
for prefabricated flap of heel. However, a two-stage pro-
cedure is required, which is the main disadvantage.
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Fig.1. Preoperative view of heel wound. Fig.2. Preoperative view of the amputated heel.  Fig.3. The foot heel was defatted to form full-
thickness skin and grafted temporarily onto the surface of the left fascia latae in anterolateral thigh region.
Fig.4. Grafted skin in heel survived completely 2 weeks after operation. Fig.5. Primary suture at thigh donor site. Fig.6. Appearance of
the reconstructed foot heel in 10th week after surgery. Fig.7. The comparison between normal foot and the injured foot.
